Many colorectal carcinomas can be diagnosed by rigid sigmoidoscopy. One important limiting factor in the usefulness of this investigation is the presence of faeces; another is inability to negotiate the recto-sigmoid bend. 101 patients (47 men) were sent a Microlax enema with instruction to use it before their first attendance in the outpatient department. The grade of preparation [on a scale of 0 (empty rectum) to 3, with grades 0 and 1 providing an adequate view], height achieved with the sigmoidoscope and whether or not the extent of the examination was limited by faeces were recorded. These data were compared with results in 78 patients (38 men) who did not receive any special preparation.
INTRODUCTION
The use of the rigid sigmoidoscope in the outpatient department is a valuablemethod of investigatingthe distal colon and rectum. Up to three-quarters of colorectal malignancies may be detected by this method! if the procedure is carried out under optimal conditions. Previous studies/ have shown that bowel preparation before examination is the single most important factor in diagnostic accuracy. However, most investigations are performed on unprepared patients. While in some patients it is possible to get an acceptable view with an unprepared bowel there will always be those in whom the view is poor and pathology ismissed. Repeat appointments with prior preparation will be required on these occasions.
This study was designed to assess the use of Microlax enemas, sent to patients by post for self-administration, to improve the quality of the sigmoidoscopic examination carried out in the outpatient department. felt that a sigmoidoscopy would be required. Detailed written and pictorial instructions were enclosed for use. Patients with probable colitis or anal fissure were excluded. The controls, in whom no preparation was used, were made up largely of follow-up patients, patients who were seen urgently, patients in whom the need for sigmoidoscopy had not been predicted and patients from the hospital wards.
PATIENTS AND METHODS

After
All the examinations were performed by one of the authors.
The quality of the view obtained was graded on a four point scale: 0 = empty rectum, 1 = some faeces, good view, 2 = severely limited view, 3 = inadequate view. The distance achieved on sigmoidoscopy was recorded. If faeces were the factor limiting the height obtained this was noted.
Patients who had used an enema were asked whether they had any problems with administration. The results were analysed by the Mann-Witney U test and the X 2 test. A P value of 5% was taken to indicate statistical significance.
RESULTS
179 patients were examined in the course of the study. Of these,' 101 had been sent a Microlax enema in the post along with their outpatient appointment and 78 were examined unprepared. There were no statistical differences in the demographic details of the two groups. Four patients had not used the enema they had been sent. Only one patient had o trouble administering the enema and was unable to retain it and one further patient contacted her district nurse and asked her to give the enema. These patients were included in the Microlax enema group for the purposes of analysis.
Quality of examination
The grade of examination obtained in the two groups is shown in Table 1 . The difference in grade obtained was statistically significant (P<O.OOI). 12 patients (12%) in the Microlax group had an unacceptable examination (grade 2 or 3) compared with 37 (47%) in the unprepared group. 
Distance
The height obtained at sigmoidoscopy in the two groups is shown in Figure 1 . The median height obtained was 13 cm in the control group and 16 em in the Microlax group (Mann-Witney U test P<0.03). Although the maximum height reached is similar in the two groups (25 em and 26 em, respectively) there were more examinations over 18 ern in the Microlax group than in the control group and this is reflected in the mean height achieved (12.3 SD 4.7 em in the control group, 17.2 SD 4.0cm in the Microlax group). In the prepared group the examination was limited by faeces in 30 (30%) patients. In the unprepared group the number was 53 (68%; P< 0.001).
DISCUSSION
Rigid sigmoidoscopy is still performed without preparation in most surgical outpatient departments. The opinion that an enema may cause excessive production of mucus or mucosal hyperaemia, masking or mimicking signs of disease, persists despite evidence to the contrary 3 . In our study there were no macroscopic mucosal changes and although some mucus was seen the superior view obtained outweighed this minor disadvantage. Previous studies 4 ,5 have emphasized the importance of performing sigmoidoscopy in optimal conditions and have shown that without preparation the view is inadequate in up to 50% of cases.
The use of a Microlax enema significantly improves the view and height obtained at sigmoidoscopy. The scale used to assess the quality of the view, although arbitrary, was easy to apply and in practice the differences between the grades are obvious. More importantly, in the Microlax group the Grade of preparation 0 2 3 617 view was inadequate in only 12% of patients compared with 47% in the control group. It is in this group of patients that important pathology may be missed. In our series there was one case where a rectal carcinoma at 10 em from the anal verge was detected only when the patient was re-examined following bowel preparation. Both in terms of the quality of view obtained and the height achieved our results are similar to those of Singh et 01. 6. In that study three groups were assessed: in one group no preparation was used; in the second the patients were sent a written request to open their bowels before attending the clinic and in the third group a Bisacodyl enema was sent to the patient. The results did not differ in the latter two groups.
The cost of sending a disposable enema is relatively low. Each enema was 19 p and along with a second class stamp the total cost for 101 patients was £38.38. There is little in the way of extra administration; the distribution of the enemas is arranged through the hospital pharmacy. Although, in theory, it would be possible to administer an enema in the clinic to patients in whom the view is poor, in practice, in the setting of a busy outpatient department, patients with a grade 2 or 3 view are required to return for a further examination. We therefore recommend routine despatch of a disposable micro-enema, for use before clinic attendance, to patients who are likelyto require sigmoidoscopy. Grad Med 1967; 13:205·-9 
